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Abstract
Examining the relationships of socioeconomic status, perceived parental
supervision, and reported neighborhood safety on adolescents’ smoking behaviors
and mental health using the 2009 California Health Interview Survey
By
Colette Laroy Beetz, M.A., M.S.
Doctoral Research Project Chair: Kristi Sands Van Sickle, Psy.D.
This study sought out to explore the relationships between parental
supervision, poverty levels, and neighborhood safety and the impacts these factors
have upon adolescent mental health needs, intervention, and smoking status. In
addition, ethnicity groupings and poverty levels were examined to determine
additional influence factors on mental health issues. The findings demonstrate that
higher levels parental supervision and neighborhood safety predict higher reports of
not needing mental health treatment and lower reports of smoking. In relation to
mental health treatment, only poverty level demonstrated a significant contribution,
suggesting that the lower the poverty level, the less likely treatment will be
provided. When examining ethnicity, Asian adolescents were less likely to report
needing help, and Latino and Asian adolescents were less likely to receive help.
These findings are commensurate with previous literature demonstrating less report
and utilization of mental health care resources for these ethnicity populations. This
study demonstrates the need for further research related to the development of
programs to provide meaningful education and services to adolescents.
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1
Introduction
Research has indicated that 20% of adolescents suffer from a mental
health disorder (Chandra & Minkovitz, 2007). Further, one in five children ages
13-18 have or will have a serious mental illness (National Alliance on Mental
Illness [NAMI], n.d.). Specifically, 11% of youth have a mood disorder, 10%
have a behavior or conduct disorder, and 8% have an anxiety disorder (NAMI,
n.d.). However, because youth typically need an advocate for their medical and
mental health care, this number is most likely underreported.
Serious mental illness is defined by a mental, behavioral, or emotional
disorder (excluding developmental and substance use disorders, diagnosable
currently or within the past year, of sufficient duration to meet the diagnostic
criteria specified within the Diagnostic Statistical Manual of Mental Disorders,
and results in serious functional impairment which substantially interferes with
or limits one of more major life activities (Center for Behavioral Health Statistics
and Quality, 2015). Because 50% of all lifetime cases of mental illness begin by
the age of 14, implementation of services and intervention is imperative at the
onset of symptom identification. However, 70% of adolescents that need mental
health care do not receive services, demonstrating the large number of children
who go without their mental health needs being met (Chandra & Minkovitz,
2007). Failure to provide the psychological resources results in an astounding
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lapse of 8-10 years between the onset of symptoms and actual intervention for
youth suffering from mental illness (NAMI, n.d.).
Studies show that cigarette smoking is the number one cause of
preventable disease, chronic disability, and premature death in the United States
(Center for Disease Control and Prevention [CDC], 2012). Over 38,000 young
people under the age of 18 smoke their first cigarette, and over 1,000 youth
under the age of 18 become daily habitual cigarette smokers (CDC, 2012). More
than 80% of adults who smoke initiated their smoking behaviors in adolescence
(CDC, 2012). Further, the association between youth smoking behaviors and
mental health implications is strong, especially with depression, anxiety, and
stress (CDC, 2015). The significant impacts that smoking and mental health
issues can have on children and adolescents create a need for research
identifying contributing factors, as well as critical points of intervention to
reduce the impact of harm of future generations.
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Review of the Literature
Parenting Behaviors
Parental supervision has a significant effect on adolescent development
and has been demonstrated to have a positive correlation with adolescents’
success in adulthood. However, there is insufficient evidence to support specific
levels of supervision that prove either beneficial or detrimental to youth. Many
states have imposed laws that specify the amount of time children at different
ages can be left unsupervised, and the guidelines for children at different ages
vary in the time periods that they are allowed to be left alone before it qualifies
as neglect (DePanfilis (2006). These laws attempt to factor in specialty
circumstances, such as age, developmental stage, and situation. Neglect, which is
classified as a derivative of supervision, is the highest occurring type of
maltreatment when compared to physical abuse, medical neglect, sexual abuse,
psychological maltreatment and other specified types of child maltreatment
(DePanfilis, 2006). In addition, neglect is the most occurring subsequent
referral type of maltreatment, indicating that it is a continuing problem for
families, despite previous interventions. Furthermore, it leads to the highest
frequency of child fatalities due to maltreatment. This highlights the importance
of educating and providing families with the information that assists in reducing
the occurrence of child neglect and inadequate supervision. Further it
demonstrates the importance of necessary research to inform structured
guidelines for supervision of children and adolescents (DePanfilis, 2006).
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The theories that underlie the need for adequate parental supervision to
deter adolescent delinquency are numerous. The causal effect of parenting is
well established. Social control theory highlights the focus on the role of the
family as the primary institution for the internalization of norms and rules of
conduct. Hirschi (as cited in Jang & Smith, 1997) interpreted the social control
theory as a model that discusses affective ties between the parent and child as an
important source of indirect social control, which motivates that child to control
themselves through their need to avoid social disapproval from parents. This
assumes that poor parenting skills tend to positively reinforce antisocial and
delinquent behavior. Poor or weak parenting skills are exemplified by poor
management practices, such as sporadic supervision and lack of discipline.
Patterson (as cited in Jang & Smith, 1997) developed the Coercion
theory, which suggests mechanisms through which unacceptable adolescent
behaviors may disrupt parenting, therefore raising the possibility of a conflicting
directional or bidirectional relationship. Jang and Smith (1997) build on this
theory, posing the interactional theory, which suggests adolescent behavior
affects parenting and that delinquency is embedded in interactional and
developmental processes. In this theory, parenting influences are important, but
reciprocal models are necessary as well.
Research has demonstrated that the bidirectional reciprocal relationship
on parenting behaviors and adolescent delinquency is intact. Specifically, two
central parenting dimensions, affective ties and supervision, are bidirectionally
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related. Supervision and delinquency are reciprocally related, where poor
affective ties are a consequence rather than a cause of delinquency in
adolescence. Paternoster (as cited in Jang & Smith, 1997) proposed that
supervision appears to be part of the feedback loop integrated with behavior;
weak supervision leads to increased delinquency with then further undermines
supervision. Specifically, the effect of delinquency on supervision is stronger
than the effect of supervision on delinquency.
Attachment theory also discusses the importance of supervision on
adolescent well-being. The attachment style that children develop is a result of
an interaction between their biological resources innate from birth and the
response capacity of their caregivers (De Minzi, 2006). Secure attachment is
created during infancy, as the relationship between the caregiver and the child
develops. In this style of attachment, the child learns that the caregiver is a
secure base, in which they are able to seek comfort, especially in times of
distress or threat. This creates a schema for the child indicating that the
caregiver is responsive and available, and that they are worthy of care and
attention from their caregiver, and as well as from other individuals. Research
has demonstrated that caregivers who provide positive responses to a child’s
demands increase the child’s commitment to social relationship and their desire
to learn and comply with norms and rules or their social world. Therefore, it is
apparent that a child’s foundation and development of trust, competent
motivation, and promotion of an effective commitment to the physical and social
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environment can be linked to a caregiver’s adequate supervision and response
throughout a child’s development (De Minzi, 2006). While most research has
underscored the mother’s role in the development of secure attachment, more
recently there is research indicating that children in middle to late childhood are
significantly vulnerable to their father’s negative influence on the attachment
system through carelessness and neglect (De Minzi, 2006).
Children who have developed a secure pattern of attachment are
characterized as readily separating from an attentive caregiver, utilizing the
caregiver as a secure base for exploration of their surroundings. These children
can explore confidently when their caregiver is present, are able to express their
emotions directly to others, and can actively seek out help from others when they
are unable to help themselves. These skills are thought to help them regulate
their emotions and responsiveness, as well as adapt creatively and successfully to
changing environments, circumstances, and challenges. These skills are believed
to assist adolescents to form healthy and stable peer relationships throughout
development (National Institute of Child Health and Human Development
[NICHD], 2006).
Children who have developed an avoidant attachment style are typically a
result of a caregiver who has either ignored or rejected their child’s needs and
signals. Therefore, the child has come to view their caregivers as unavailable,
unresponsive, and unreliable. These children learn to inhibit their emotions,
especially negative ones, leading the child to avoid emotionally charged
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situations. Therefore, negative emotions, specifically distress and anger, may be
internalized or redirected inappropriately. As these children progress through
their development, they will have difficulty expressing their negative emotions
towards other adults and peers in adaptive ways. In addition, they will most
likely minimize their feelings which will lead to the development of idealized
beliefs about others and difficulty controlling their anger. The combination of
these difficulties lead children predisposed towards an increased risk for
externalizing and internalizing behavioral problems, social situation difficulties,
and problematic friendships (NICHD, 2006).
Having caregivers who are not consistently available or responsive to a
child’s needs can result in the child developing an anxious resistant attachment
style. These children become chronically vigilant toward caregivers and their
activity. They may show exaggerated expressions of distress to elicit attention
from their caregiver and others around them. During preschool and early
childhood years, these children tend to be quick to frustrate, impulsive, anxious,
and may feel unworthy and helpless when faced with distress. These children
tend to avoid exploration in unfamiliar settings and have an increased
preoccupation with personal suffering, which in turn heightens their personal
fears and somatic symptoms. Inappropriate aggression or excessive passivity
with a tendency to internalize problems are common behavioral problems these
children experience (NICHD, 2006).
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Lastly, there is limited research on the disorganized attachment style due
to the lack of a clearly organized attachment strategy in infancy. The child’s
response to their caregivers represents a variety of or contradictory behavior
patterns, characterized by odd or mistimed movements and disorientation. These
children are at a greater risk of development psychopathology in childhood, as
well as a greater incidence of increased aggression, externalizing behaviors, and
oppositional defiant disorder (NICHD, 2006).
In addition to theories that explain and identify the importance of
supervision, parenting style types also play a role in the amount and type of
supervision that adolescents receive and the impact it has on development.
Maccoby and Martin (as cited in Greening, Stoppelbein, & Luebbe, 2010) state
parenting styles are typically categorized into four broad categories:
authoritative, authoritarian, permissive, and uninvolved.
Authoritative parents are typically described as flexible, sensitive, and
warm in their parenting. These characteristics promote the child’s autonomy
while still holding reasonable demands of them. These children tend to do well
academically and behaviorally in a variety of contexts, have stronger peer
relationships, and have lower rates of behavioral problems and risk seeking
behaviors. Authoritarian parents tend to be less sensitive and flexible than
authoritative parents and place many restrictions and rules on their children.
They voice their expectations of maturity, obedience, and compliance. Children
of theses parental types tend to do less well academically, have lower levels of
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self-confidence, and exhibit more aggression and substance use that children of
parents who utilized authoritative styles (Greening, Stoppelbein, & Luebbe,
2010). However, the research conducted by Greening, Stoppelbein, and Luebbe
(2010) contradicts the previous literature and expectations, demonstrating
incongruence among the negative effects of an authoritarian parenting styles in
African American families. Because most research is done on Caucasian
families, significant findings for other race and ethnicities have gone largely
unidentified. Studies focusing on Caucasian families do not take into account
that authoritarian parenting practices may actually foster more positive
psychosocial adjustment among low socioeconomic economic status African
American children. Greening, Stoppelbein, and Luebbe (2010) found that
authoritarian parent styles buffered self-destructive behaviors in depressed
African American children.
Permissive parents tend to show considerable responsiveness to their
children and provide unconditional acceptance. However, they lack maturity
demands, restrictions, and adequate supervision of their children’s behavior.
Children of permissive parents tend to do well socially, but demonstrate poor
academic performance, exhibit poor impulse control, and are prone to delinquent
behavior, such as alcohol use and alcohol related problems. Uninvolved parents
are typically low in acceptance, warmth, and control. These children display the
worse outcomes, in both academic performance and peer relationships. These
children also tend to have higher rates of internalizing and externalizing behavior
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problems, including drug and alcohol use. (Greening, Stoppelbein, & Luebbe,
2010).
There is research linking parenting styles to adolescent mental health
factors. Specifically, Greening, Stoppelbein, & Luebbe (2010) identified that
specific parenting behaviors are associated with adolescent suicidal behaviors.
Low warmth and non-supportive communication, as well as negative and hostile
parenting, which are all concepts associated with authoritarian parenting, are
linked to higher rates of suicidal behavior in adolescents. In addition, children
who are depressed, reactively aggressive and at risk for suicidal ideation tend to
have behavioral problems exacerbated or attenuated by parenting styles,
indicating the direct impact parenting has on children’s emotiona l and behavioral
difficulties (Greening, Stoppelbein, & Luebbe, 2010).
One major barrier that has been identified for lack of treatment for youth
is the stigma of mental health care. The anticipation of negative response
towards mental health care-seeking from family members, peers, and school staff
are key factors in teens failing to address their mental health concerns. Other
factors have been identified as limited availability of treatment centers of
professionals, lack of accessibility to treatment, and lack of knowledge for
problem identification and recognition, and negative attitude towards mental
health (Chandra & Minkovitz, 2007). Social network interactions and family
attitudes influence whether or not an individual holds a negative view towards
mental health, identifies a problem, and actually seeks help. This demonstrates
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the importance of the family and caregiver’s acceptance and responsiveness of
their children’s emotional expression and mental well-being.

Adolescent Mental Health
The impact of mental illness on adolescents has serious and long lasting
effects. Approximately 50% of students age 14 and older with a mental illness
drop out of high school, 70% of youth in state and local juvenile justice systems
have a mental illness, and 90% of adolescents who have died by suicide had an
underlying mental illness (NAMI, n.d.). Suicide has emerged as a leading cause
of death among youth in the United States. At the time of Cero and Sifer’s
research in 2007, the prevalence of suicide attempts had grown to 6.9% in high
school students. According to the Centers for Disease Control and Prevention
Youth Risk Behavior Surveillance (2014), 8% of students had attempted to
commit suicide, suggesting that non-lethal suicide related behaviors are at an
even higher incidence, and continue to grow (Cero and Sifers, 2013).
The research on parenting and youth suicide is limited, but consistent.
The literature also indicates that parent-adolescent conflict is a significant risk
factor, and parent warmth conversely protective. Adolescents who had suicidal
ideation rated their parents as more controlling and possessing more
authoritarian characteristics than those who did not report suicidal ideation.
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Further, those who reported suicidal ideation perceived their parents to be less
caring. (Cero & Sifers, 2013)
Cero and Sifers (2013) attempt to integrate the existing literature and
investigate parental behaviors and adolescent suicide through the framework of
the Interpersonal-Psychological Theory of Suicide (IPTS). IPTS is a predictive
theory that suggests suicide occurs because people desire to commit suicide and
because they have the acquired ability to do so. The acquired ability to do so is
defined as the individuals’ fearlessness of pain, injury, and death. According to
the theory, individuals develop this through experiencing chronically painful
events, such as self-injury, accidents, physical fights, and even occupational
hazards through which one would be exposed to pain repeatedly either directly
or indirectly (Joiner, 2009). According to the IPTS framework, critical suicidal
ideation forms due to the interaction of thwarted belongingness and perceived
burdensomeness. Thwarted belongingness and perceived burdensomeness is
associated with a misconception that the world would be better off if one were to
die. While one of these components may create some level of suicidal ideation,
the mutual presence and interaction effect creates a more active and likely
suicidal scenario.
Self-esteem is a construct that has been shown to be affected by parenting
style and is dense with belongingness - a perceived deficit in reciprocal care
relationships - and burdensomeness, two components of suicidality according to
IPTS. The acquired ability to do so is defined as the individuals’ fearlessness of

13
pain, injury, and death. According to the theory, individuals develop this
through experiencing chronically painful events, such as self-injury, accidents,
physical fights, and even occupational hazards through which one would be
exposed to pain repeatedly either directly or indirectly (Joiner, 2009).It also
appears to have a protective effect on suicide, with youth reports of their familyrelated self-esteem, as well as their social self-esteem being negatively correlated
with suicidal ideation and suicide attempt. Interestingly, research indicates that
the effect of perceived parent support on suicide attempts is different for boy
than for girls, with the effect being approximately 50% stronger for girls than
boys. This suggests that parent support is protective against suicide attempts
indirectly through its effect on self-esteem, but more so for girls than boys. This
also indicates that actual parenting behaviors are not as significant as the
adolescent’s perception of parenting behaviors, and their understanding of their
parental involvement mitigates the risk of suicidal ideation (Cero & Sifers,
2013).
Violence, Socioeconomic Status and Environment
Poor parental monitoring and discipline have been shown to affect
violent behavior in youth, which in turn increases the likelihood of suicide (Cero
& Sifers, 2013). In addition, violence has other significant impacts on
adolescent development, mental health, and substance use. Exposure to violence
within the community and the subsequent disruption in emotional processes
place adolescents at risk for multiple maladaptive outcomes, such as
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internalizing problems and aggressive or antisocial behavior (Houltberg, Henry,
& Morris, 2012). Exposure to violence, which can be linked to lack of parental
supervision, shows a negative association with the ability of children to manage
negative emotions, specifically anger. In addition, exposure to violence in youth
is associated with poor emotion regulation, psychosocial maladjustment,
pessimistic expectations for the future, and symptoms associated with
posttraumatic stress disorder. Cohesion and adaptability of the family, as well as
support from parental figures, appear to create a positive emotional climate that
assists in the adequate development of anger regulation in children and
adolescents who live in communities that are identified as disadvantaged or
predisposed to violence exposure (Houltberg, Henry, & Morris, 2012). Family
interactions are a possible protective factor for these negative outcomes as they
are key in socializing and for protecting children against exposure to violence.
Socioeconomic status also plays a significant role in all of these factors.
In the United States, over 20% of children under the age of 18 are categorized as
poor, meaning their family household income is below the federal poverty line.
Another 20% of children are categorized as near poor (Yoshikawa, Aber, &
Beardslee, 2012). The impacts of lower socioeconomic status and lack of
resources can be detrimental for children. Children and adolescents in lowincome urban neighborhoods are more likely to be exposed to high stress that
can lead to negative impacts on development and impair emotional functioning
(Houltberg, Henry, & Morris, 2012). Specifically, youth in lower socioeconomic
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status neighborhoods perceived greater ambient hazards, such as crime, drug use,
and graffiti than those in higher socioeconomic status neighborhoods (Anehensel
& Sucoff, 1996).
While actual violence poses a significant risk, the perception of the
neighborhood as dangerous also influences the mental well being of adolescents.
The more threatening the environment is perceived to be, the more common the
symptoms of depression, anxiety, oppositional definite disorder, and conduct
disorder (Anehensel & Sucoff, 1996).
Cigarette Use and Implications
As noted in the introduction, smoking has a significant impact on health
and development, especially for adolescents. Brynin’s research (as cited in
Foster, Zalot, & Jones, 2007) indicates the transition period from middle to high
school represents the most vulnerable time for smoking habits to originate and
strengthen. For this reason, the CDC highlights the importance of focusing
research and intervention efforts toward prevention (2012).
Nationwide, 44.7% of student aged youth have ever tried cigarette
smoking, and 18% have smoked at least one day during the last 30 days. The
percentage of youth who have smoked cigarettes 20 days or more within the past
30 days is 6.4% (Eaton, Kann, Kinchen, Shanklin, Flint, Hawkins, Harris,
Lowry, McManus, Chyen, Whittle, Lim, & Wechsler, 2012). Twenty percent of
adolescent girls use either tobacco or cannabis, or both (Eaton, Kann, Kinchen,
Shanklin, Ross, Hawkins, Harris, Lowry, McManus, Chyen, Lim, Brener, &
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Wechsler, 2007). It has been documented that tobacco use in any amount during
early adolescent years lead to high levels of use later in adulthood. Further, it
has been shown that cannabis use is prospectively associated with regular
cigarette smoking and nicotine dependence, demonstrating that tobacco is
associated with the use of illegal substances (Groth & Morrison-Beedy, 2011).
The physical implications of tobacco smoking behaviors are well studied and
documented, for both adults and youth. There also appears to be a significant
correlation between smoking behaviors and mental health. Adolescent girls who
smoked cigarettes had higher scores for depression symptoms, alcohol use, and
disordered eating when compared to non-smokers (Groth & Morrison-Beedy,
2011).
Research on adolescent delinquency and criminal behavior has been
guided by social disorganization theories, which may prove to be applicable to
adolescent substance use, specifically cigarette use as well. The social
disorganization theory suggests that the absence of community level social
control mechanisms in declining neighborhoods is a factor for the spread of
delinquency. Declining neighborhoods tend to be characterized by economic
deprivation, ethnic heterogeneity, and residential mobility leading to social
disorganization (Ennett, Flewelling, Lindrooth, & Norton, 1997). There is
conflicting research on how neighborhood contexts are identified and how they
relate to cigarette smoking among adolescents. Despite research found
indicating the correlation between neighborhood socioeconomic status and
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smoking behaviors, other research has indicated that socioeconomic
characteristics of the community are not directly linked to youth smoking.
However, the research conducted by Marthur, Erickson, Stigler, Forster, and
Finnegan (2013) does indicate that individual economic status does affect youth
smoking, specifically that lower individual socioeconomic status was a strong
risk factor for smoking progression over time for adolescents living in more
affluent neighborhoods than for adolescents in less affluent, or poor
neighborhoods. The authors believe this trend is attributed to “relative
deprivation,” suggesting that individuals of low individual socioeconomic status
residing in communities with higher socioeconomic status may suffer
detrimental health effects of structural or psychosocial relative deprivation. This
position may lead these individuals to experience anxiety, and subsequently to
smoke cigarettes as a coping mechanism.
Ennett, Flewelling, Lindrooth and Norton’s (1997) research found that
rates of lifetime cigarette use are high in schools that promote a community of
positive student attitudes towards substance use, greater perceived acceptability
of cigarettes, higher cigarette availability, and lower school attachment. In
addition, research has shown that even when excluding neighborhood confounds
that may provide strong causal inferences, youth in areas with the highest 75th
percentile in tobacco outlet density were 13% more likely to have smoked in the
past month compared to those in the lower 25 th percentile (Novak, Reardon,
Raudenbush, & Buka, 2006). However, the researchers note that retail tobacco
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outlets were disproportionately located in neighborhoods that are characterized
by social and economic disadvantage, therefore possibly making the
neighborhood contexts unavoidable. Further, it was found that retail tobacco
outlets were more highly concentrated in areas where a large proportion of
residents were younger than 18 years of age, suggesting that individ uals may be
exposed to high-risk environments during the critical transition period where
tobacco use migrates to addiction (2006).
Cultural Implications
Because smoking rates in adolescent ages are lower among African
Americans than Caucasian youth, limited studies have examined correlates of
smoking among African American adolescents (Foster, Zalot, & Jones, 2007).
The lack of research for this group proves problematic due to literature by
Bauman and Ennett (1994) (as cited by Foster, Zalot, & Jones, 2007) suggesting
that African American youth are more likely to underreport smoking behaviors
than Caucasians. However, Xue, Zimmerman, and Caldwell (2007) reported that
previous research has documented that the social environments of African
American youths are less conducive to smoking behaviors than those of whites.
Their study showed that living in a predominately African American
neighborhood appeared to be a protective factor for African American youth
from cigarette use. Further, African American youths are more likely to
encounter parental disapproval for smoking than Caucasians. In addition to the
underreporting of smoking behaviors, there is research indicating that African
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Americans suffer more harmful health consequences, such as higher rates of lung
cancer, than Caucasian youth counterparts. (Foster, Zalot, & Jones, 2007).
Among the strong research indicating peer influence, growing literature indicates
the importance of family context variables, specifically parental smoking and
parenting behaviors. Adolescents whose parents smoke are more likely to initiate
smoking and less likely to quit or decrease smoking once they start (Foster,
Zalot, & Jones, 2007). However, not all adolescents’ parents who smoke will
use cigarettes themselves, suggesting that there are other family context
variables that play a role in adolescent smoking behaviors. Parenting behaviors,
such as warmth, support, and involvement has been identified as a moderator of
parental smoking (Foster, Zalot, & Jones, 2007).
A specific nuance that may be related to the study of familial influence
on African American adolescents smoking behaviors is the definition of
“family”. Most studies done with Caucasian adolescents and family contexts
place an emphasis on the traditional maternal and paternal roles and smoking
use, with lack of attention to a broader definition which may encompass
extended family that is more characteristic of African American families (Foster,
Zalot, & Jones, 2007). According to the U.S. Census Bureau (as cited in Foster,
Zalot, & Jones, 2007), approximately 56% of African American youth are being
raised in a household with a single mother, where extended family members,
such as grandparents or aunts and uncles, may be more instrumentally involved
in the lives of African American youth.
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Statement of Purpose
As the literature indicates, there are a multitude of factors that can affect
adolescent mental health and smoking behaviors. However, parental involvement
appears to be among the most influential of adolescent functioning, as well as on
their future development. Multiple studies that have separately examined the
relationships between smoking behaviors, mental health, socioeconomic status,
and parenting behaviors, but limited studies have examined all of these variables
simultaneously and delineated the independent contributions of parenting
behaviors, neighborhood safety, and socioeconomic status to adolescent smoking
behaviors and mental health treatment. In addition, it has been noted that most
research has been conducted with Caucasian families and has neglected the
important contributions of ethnic diversity among families. Based on the
findings of the literature review, it is hypothesized that there will be a significant
difference between the groups of adolescents who reported needing help versus
those who reported not needing help in mean scores of parental supervision,
neighborhood safety, and economic status. It is also hypothesized that among
adolescents who reported needing mental health intervention, there will be a
significant difference between adolescents who actually received help versus
those who did not on the independent factors. In addition, it is hypothesized that
there will be significant difference between adolescents who smoke cigarettes
and those who do not in mean scores of parental supervision, neighborhood
safety, and economic status. Further, it is hypothesized that the amount of time
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spent with children will demonstrate the strongest impact on adolescents
reporting the need for and receiving treatment when the factors are examined
independently. Parent involvement is hypothesized to be the more significant
variable because according to studied theories, modeling and supervision appear
to have the most significant impact on children and adolescents.
The specific hypotheses are:
1. Adolescents who report needing mental health intervention will have
significantly lower means scores of parental supervision, poverty levels,
and neighborhood safety when compared to adolescents who do not
report the need for mental health intervention.
2. Adolescents who reported smoking behaviors will have significantly
lower scores of parental supervision, poverty levels, and neighborhood
safety when compared to adolescents who do not smoke.
3. Ethnicity will provide a statistically significant contribution to
adolescents report for need for intervention an emotional problem.
4. Ethnicity will provide a statistically significant contribution to
adolescents report for receiving help for an emotional problem.
5. There will be a significant difference in means of poverty level among
different ethnicity classification categories.
6. Of adolescents who reported needing help for an intervention, those who
reported receiving intervention will have significantly higher scores of
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parental supervision, socioeconomic status, and neighborhood safety than
adolescents who did not receive help.
7. Parental supervision will account for the greatest degree of variance in 1)
adolescent need for mental health, 2) adolescent receiving mental health
intervention, and 3) reporting current smoking status when other
independent variables are considered.
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Method
Participants
The current study will use adolescents with various levels of completed
education and represented by different gender and ethnic groups. Data for the
study will be utilized from the 2009 California Health Interview Survey and
include adolescents who participated with the consent of their caregivers. Data
from 3,379 participants will be included in the analysis of data for this study.
Participant ages will range form 12-17 with a mean age of 14.53 years. The data
set will include 1,767 males (52.29%) and 1,612 females (47.71%). Participant
race was self reported and then categorized according to the University of
California Los Angeles Center for Health Policy Research definitions. Ethnic
demographics of participating adolescents include Caucasian (1739; 51.46%),
African American (115; 3.40%), Latino (814; 24.09%), Asian (377; 11.16%),
American Indian/Alaskan Native (40; 1.18%), and Pacific Islander/Other
Single/Multiple Race (294; 8.70%).
The study will utilize data collected from the California Health Interview
Survey (CHIS), which is a population-based telephone survey of California’s
population that is conducted every other year, beginning in 2001. The CHIS is
the largest health survey conducted in any state and one of the largest health
surveys in the nation. The data used for this study comes from the fifth CHIS
data collection cycle and was obtained between September 2009 and April 2010.
To obtain data, CHIS used the random-digital-dial (RDD) procedure for both
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landline and cellular phones. Within stratified geographic divisions, residential
landline telephone numbers were selected and within each household, one adult
(ages 18 and above) was chosen to respond randomly. In households with
adolescents (ages 12-17), one adolescent was randomly selected and was
interviewed directly.

A separate RDD sample was stratified by area code for

cellular telephone surveys. The CHIS was interviewed in five different
languages based upon analysis of the 2000 Census data, English, Spanish,
Chinese (Mandarin and Cantonese dialects), Vietnamese, and Korean.
The University of California Los Angeles contracted with Westat, a
private firm that specializes in statistical research and large-scale surveys to
conduct the CHIS. Interviews were administered using Westat’s computerassisted telephone interviews (CATI) system. After a landline telephone number
had been selected, an advance letter with a 2$ bill was included to promote
cooperation for approximately 58% of selected landline RDD samples, and 82%
of list sample numbers.

Screener completion rates for landline and samples was

36.1% and was higher for households that received the advance letter. For cell
phone samples, the screener completion rate was 19.3% in all households. The
extended interview completion rate for landline sample was 42.8% for
adolescent interviews, which includes obtaining permission from a parent or
guardian.

Adult interviews lasted approximately 40 minutes, with adolescent

interviews lasting an average of 18 minutes.
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Instruments
Demographics: Demographic measures included age, gender, and
ethnicity.
Socioeconomic Status: Socioeconomic status was defined by selfreported federal poverty level classification in percentages according to the
number of household members. Poverty level categories included 0-99%, 100%199%, 200%-299%, and 300% and above.
Neighborhood Safety: Adolescents were asked to report their level of
perceived safety of their neighborhood into categories of all of the time, most of
the time, some of the time, or none of the time.
Parenting Behavior-Related Variables: Measures obtained from the
sample regarding parenting behaviors included adolescent report of frequency of
an adult around after school hours. Adolescents gave their response into one of
five categories: Always, most of the time, some of the time, almost never, and
never.
Cigarette Use-Related Variables: Measures obtained regarding cigarette
use was identified by adolescent self-report of current smoker status.
Emotional Distress-Related Variables: Emotional distress was evaluated
by adolescent self-report of needing help for an emotional problem in the past 12
months and whether or not the adolescent received help for an emotional
problem within the past 12 months.
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Procedure
All participants completed the CHIS to a satisfactory degree via
telephone that included the research measures described above.
Planned Analyses
Demographics, parenting behavior, mental health and smoking related
characteristics of the obtained sample will be calculated.

The frequency

distributions, means, medians, and standard deviations of the primary variables
of perceived neighborhood safety, federal poverty levels, parental supervision,
parental co-habitation, adolescent smoking status, emotional distress within the
last 12 months, and report of emotional problem intervention within the last 12
months will be evaluated in the obtained sample.
The relationship among the variables will be explored to determine mean
differences of groups of adolescents on the independent variables using
independent t-tests. Specifically, the mean scores poverty level classification,
parental supervision, and neighborhood safety will be compared to groups of
adolescents who reported needing help for an emotional problem and adolescents
who reported not needing help for an emotional problem. The mean scores of the
independent variables will also be compared with groups of adolescents who
reported smoking behaviors and adolescents who reported not smoking.
After testing the assumptions of the regression procedures, binary direct
logistic regressions will be performed to assess the impact of independent factors
on adolescent report of needing help for an emotional problem and smoking
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behaviors. Needing help for an emotional problem will be regressed on parent
supervision, socioeconomic status, and neighborhood safety. In addition,
adolescent smoking status will also be regressed on parent supervision,
socioeconomic status, and neighborhood safety.
After filtering the data to include only adolescents who reported needing
help for an emotional problem, the relationship will be explored to determine
mean differences of groups of adolescents on the independent variables using an
independent sample t-test. Receiving help for an emotional problem will then be
regressed on parent supervision, socioeconomic status, and neighborhood safety
to explore the impact the independent factors have on an adolescents receiving
mental health intervention.
Further, two additional binary logistic regressions will be completed to
determine the impact ethnicity classification has on needing and receiving help
for an emotional problem. Needing help will be regressed on ethnicity to assess
the impact of ethnicity on the likelihood that adolescents will need help for an
emotional problem. After filtering the data to include only adolescents who
reported needing help for an emotional problem, receiving help will be regressed
on ethnicity to assess the impact of ethnicity on the likelihood that adolescents
receive help after reporting a need for intervention. Because most studies in past
literature have typically focused on Caucasian adolescents and families, this
ethnicity group will be utilizes as the comparison group for the categorical
binary logistic regression analysis.
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Lastly, a one-way analysis of variance (ANOVA) will be completed to
examine the relationship of ethnicity and socioeconomic status. If significant
results are observed, post hoc analyses will be conducted to observe where
statistical significance exists.
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Results
Participant Demographics
The sample size for this study was 3,379 participants. The mean age of
the sample was 14.53 (SD= 1.7), with a range of 12-17 years of age. Table 1
summarizes the demographic characteristics of the sample. The sample consisted
of 1,767 males and 1,612 females providing a percentage breakdown of 52.29%
and 47.71%, respectively. The sample utilized the University of California Los
Angeles Center for Health Policy Research ethnicity definitions and represented
1,739 (51.46%) Caucasians, 115 (3.40%) African Americans, 814 (24.095)
Latinos, 377 (11.16) Asians, 40 (1.18%) American Indian/Alaskan Natives, and
294 (8.70%) individuals who identified as Pacific Islander/Other Single/Multiple
Races.
With respect to socioeconomic status, federal poverty levels were
recorded and categorized into one of the four categories: 0-99%, 100-199%, 200299%, and 300% and above. Table 2 presents specific information and income
levels regarding the poverty level classification for the year 2009.
When data was filtered for specific analyses to include only adolescents
who reported needing help for an emotional problem, the subset size was 429.
The mean age of the filtered sample was 14.85, with a range of 12-17. Table 3
presents specific demographic information for variables when the data was
filtered to include only adolescents who reported needing help for an emotional
problem.
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Relationship Between Parental Supervision, Poverty Level, Neighborhood
Safety, and Needing Help for an Emotional Problem.
An independent sample t-test was conducted to compare the amount of
parental supervision for adolescents who reported needing help for an emotional
problem and those who did not report needing help for an emotional problem. As
predicted, the results of the analyses indicated that those who reported needing
help for an emotional problem had significantly less parental supervision (M =
3.14, SD = .832) than those who reported not needing an intervention (M = 3.26,
SD = .80; t(3377) = 2.75, p = .01). The magnitude of the differences in the
means (mean difference = .114, 95% CI: .033 to .20) was small (d = .11).
An independent samples t-test was conducted to compare poverty levels
for those who reported needing help for an emotional problem and those who did
not. There was not significant difference in the scores for adolescents who
needed help (M = 3.00, SD = 1.16) and those who did not (M = 2.94, SD = 1.20;
t(568) = -1.065, p = .018. The magnitude of the difference in means (mean
difference = -.064, 95% CI: -.185 to .054 was very small (d = .05).
An independent samples t-test was conducted to compare neighborhood
safety ratings for adolescents who reported needing help and those who did not.
The results of the analyses indicated that adolescents who reported needing help
for an emotional problem (M = 2.17, SD = .704) reported feeling significantly
less safe in their neighborhood that those who reported not needing help for an
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emotional problem (M = 2.4, SD = 6.9; t(553) = 6.313, p = .00. The magnitude
of the differences in the means (mean difference = .29, 95% CI: .157 to .299)
was moderate (d = .317).
Table 4 displays the group differences between adolescents who reported
needing help and those who did not across different environmental factors.
Hypothesis 1 is partially supported through these analyses: adolescents who
report needing help for an emotional problem reported significantly lower mean
scores of parental supervision and neighborhood safety. However, there was no
significant difference between adolescents who reported needing help versus
those who did not with regard to poverty levels.
Regression Analyses of the Impact of Parental Supervision, Poverty Level,
Neighborhood Safety on Needing Help for an Emotional Problem.
A direct logistic regression was performed to assess the impact of
environmental factors on the likelihood that adolescents would need help for an
emotional problem. The model contained three independent variables (parental
supervision, neighborhood safety, and poverty level). The full model containing
all predictors was significant 2 (3, N = 3379) = 47.00, p < .001, indicating that
the model was able to distinguish between respondents who reported needing
intervention for an emotional problem and those who did not need help for an
emotional problem. The model as a whole explained between 1.4% (Cox and
Snell R Square) and 2.6% (Nagelkerke R Squared) of the variance in needing
intervention status, and correctly identified 87.3% of cases.
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As shown in Table 5, only two of the independent variables made a
unique statistically significant contribution to the model (parental supervision
and neighborhood safety). The strongest predictor of needing intervention for an
emotional problem was parental supervision, recording an odds ration of .879,
meaning that for each category increase of supervision, adolescent respondents
odds of reporting an emotional problem decreases by a factor of .88, controlling
for other factors in the model. The odds ratio for neighborhood safety was .628,
indicating that for every additional categorical increase of neighborhood safety,
adolescent respondents odds of reporting need for an intervention decreased by a
factor of .63, controlling for other factors in the model. The analyses supported
part 1 of hypothesis 7, confirming that increasing amounts of parental
supervision decreases the likelihood of adolescents reporting need for mental
health intervention and accounts for the greatest degree of variance when other
contributing factors are controlled.
Relationship Between Parental Supervision, Poverty Level, Neighborhood
Safety, and, Smoking Behaviors.
An independent samples t-test was conducted to compare poverty levels
for adolescents who reported smoking behaviors. There was no significant
difference in scores for those who reported smoking (M = 2.94, SD = 1.18) and
those who reported not smoking (M = 2.95, SD = 1.19; t (3377) = .02, p = .984.
The magnitude of the difference in the means (means difference = .002, 95% CI:
-.197 to .201) was very small (d=.008).
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An independent samples t-test was conducted to compare neighborhood
safety for adolescents who reported smoking behaviors versus those who did not.
The results indicated that adolescents who smoke (M = 2.22, SD = .821) reported
feeling significantly less safe in their neighborhoods than those who do not
smoke (M = 2.37, SD = .685; t (152) = 2.29, p < .05. The magnitude of the
differences in the means (mean difference = .159, 95% CI: .022 to .296) was
small (d=.19).
An independent samples t-test was conducted to compare the amount of
parental supervision for adolescents who reported smoking and non-smoking
behaviors. The results indicated a significant difference between groups.
Adolescents who identified themselves as non-smokers, (M = 3.26, SD = .79)
reported significantly higher amounts of parental supervision than those who
identified as smokers (M = 2.89, SD = .962; t (3377) = 5.40, p = .000). The
magnitude of the differences in the means (mean difference = .369, 95% CI: .235
to .502) was moderate (d = .42).
Table 6 displays the mean group differences between adolescents who
reported current smoking status and those who did not across the different
environmental factors. Hypothesis 2 was partially supported by the t test,
demonstrating that adolescents who report smoking have significantly less
amounts of parental supervision and feel significantly less safe in their
neighborhoods. However, poverty levels did not demonstrate any significant
differences across smoking status.
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Regression Analyses of the Impact of Parental Supervision, Poverty Level,
Neighborhood Safety on Smoking Behaviors.
Direct logistic regression was performed to assess the impact of a number
of factors on the likelihood that adolescent responders would report current
smoking status as a yes or no. The model contained three independent variables
(parental supervision, neighborhood safety, and poverty level). The full model
containing all predictors was statistically significant, 2 (3, N = 3379) = 30.60, p
< .001, indicating that the model was able to distinguish between respondents
who did and did not report smoking behaviors. The model as a whole explained
between .9% (Cox and Snell R Square) and 3% (Nagelkerke R Squared) of the
variance in smoking status, and correctly classified 95.7% of cases.
As shown in Table 7, only two of the independent variables made a
unique statistically significant contribution to the model (neighborhood safety
and parental supervision). The strongest predictor of smoking status was
neighborhood safety, recording an odds ration of .765. This indicates that for
every increase in category of reported neighborhood safety, adolescent’s odds of
smoking cigarettes decreased by a factor of.77, controlling all other factors in the
model. The odds ration of .637 for parental supervision indicates that for every
increase in category of supervision received, adolescents odds of smoking
cigarettes decreased by a factor of .64, controlling all other factors in the model.
Part 2 of hypothesis 7 is partially supported through this logistic regression: both
parental supervision and neighborhood safety provided to the likelihood of
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smoking status, however neighborhood safety accounted for the most variance
over parental supervision. Further, poverty level did not provide a contribution to
the variance in smoking status.
Relationship Between Parental Supervision, Poverty Level, Neighborhood
Safety and, Receiving Help for an Emotional Problem.
The following analyses were completed using data of adolescents who
reported needing help for an emotional problem to determine factors that have an
impact or influence the adolescent actually receiving help. Demographic data
for the subset of participants can be found in Table 3.
An independent samples t-test was conducted to compare the amount of
supervision received by adolescents who reported needing help and whether or
not they received intervention. There was no significant differences in
supervision for adolescents who reported receiving mental health intervention
(M = 3.04, SD = .824) and those who did not (M = 3.20, SD = .833; t (427) =
1.96, p = .051. The magnitude of the difference in means (mean difference =
.083, 95% CI: -.0008 to .323) was very small (d=.19).
An independent samples t-test was conducted to compare neighborhood
safety ratings for adolescents who reported receiving help for an emotional
problem and those who did not. There was no significant difference in those
received help (M = 2.12, SD = .713) and those who did not (M = 2.20, SD =
.697; t (427) = 1.20, p =.229). The magnitude of the difference in the means
(mean difference=.084, 95% CI: -.053 to .221) was very small (d = .11).
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An independent samples t-test was conducted to compare the poverty
level classifications for adolescents who reported needing help and if they
received it or not. There was a significant difference between the scores of those
who reported receiving intervention and those who did not. Analyses indicated
that individuals who did not receive help (M = 2.82, SD = 1.22) had significantly
lower poverty level classifications than those who did receive intervention (M =
3.29, SD = .984; t (427) = -4.156, p =.000. The magnitude of the differences in
the means (mean difference = -.470, 95% CI: -.692 to -.248) was moderate (d =
.42).
Table 8 displays the mean differences between adolescents who received
mental health intervention compared to those who did not across the
environmental factors. Hypothesis 6 was partially supported through this
analysis, indicating that adolescents who reported receiving mental health
intervention reported higher levels of socioeconomic status compared to those
who did not receive help. Surprisingly, parental supervision and neighborhood
safety did not demonstrate any significance difference between adolescents who
did and did not receive help.
Regression Analyses of the Impact of Parental Supervision, Poverty Level,
Neighborhood Safety on Receiving Help for an Emotional Problem.
Direct logistic regression was performed to assess the impact of
environmental factors on the likelihood that adolescents who reported needing
help for an intervention would report if they actually received intervention for an
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emotional problem. The model contained independent variables (parental
supervision, neighborhood safety, and poverty level). The full model containing
all predictors was statistically significant, 2 (3, N = 429) = 21.58, p < .001,
indicating that the model was able to distinguish between respondents who
reported and did not report receiving intervention for an emotional problem. The
model as a whole explained between 4.9% (Cox and Snell R Square) and 6.7%
(Nagelkerke R Squared) of the variance in the status of receiving intervention
and correctly classifying 63.2% of cases.
As shown in Table 9, only one of the independent variables made a
unique statistically significant contribution to the model (poverty level). This
predictor recorded an odds ration of 1.457, meaning that adolescent who
reported higher poverty level categories were over 1.5 times more likely to
report receiving help for an emotional problem than those who reported lower
poverty level classification, while controlling for all other factors in the model.
Part 3 of hypothesis 7 is not supported through this logistic regression: neither
parental supervision and neighborhood safety contributed to the likelihood of an
adolescent receiving help for an emotional problem. Only poverty levels
provided a significant contribution to receiving help, suggesting that the higher
the poverty level classification, the more likely the adolescents is to receive
mental health intervention.
Regression Analyses of the Impact of Ethnicity on Needing and Receiving Help
for an Emotional Problem.
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A direct binary logistic regression was performed to ascertain the effects
of ethnicity on the likelihood that adolescents would report needing help for an
emotional problem. The logistic regression model was statistically significant, 2
(5, N = 3379) = 15.70, p < .05, indicating that the model was able to distinguish
between adolescent respondents who did and did not need help for an emotional
problem. The model as a whole explained between .5% (Cox and Snell R
squared) and .9% (Nagelkerke R squared) of the variance in mental health needs
and correctly identified 87.3% of cases. As shown in Table 10, only one of the
ethnicity categories made a unique statistically significant contribution to the
model (Asian), recording an odds ratio of .55. This indicated that Asian
adolescents are less likely to report needing help with an emotional problem than
Caucasian adolescents, while controlling for all other factors in the model. The
logistic regression supported hypothesis 3, demonstrating that ethnic ity does
contribute significantly to the report of needing help for an emotional problem,
specifically with respect to adolescents of the Asian ethnic group.
A second direct binary logistic regression was performed to determine
the effects of ethnicity on the likelihood that adolescents who reported needing
help for an emotional problem actually received mental health intervention. The
logistic regression was statistically significant, 2 (5, N = 429) = 27.40, p < .05,
indicating that the model was able to distinguish between adolescent responders
who did and did not receive help for an emotional problem. The model as a
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whole explained between 6.2% and 8.4% of the variance in mental health
intervention and correctly identified 61.8% of cases.
As shown in Table 11, only two of the ethnicity categories made a unique
statistically significant contribution to the model (Asian and Latino). The
strongest predictor was the Asian ethnic group, recording an odds ration of .384.
This number was less than 1, indicating that when compared to Caucasian
adolescents, Asian adolescents odds of reporting receiving intervention for a
mental health problem decreased by a factor of .38, while controlling for other
factors in the model. The odds ratio of .265 for Latino adolescents was also less
than one, indicating that when compared to Caucasian adolescents, Latino
adolescent’s odds of receiving mental health intervention decrease by a factor of
.27, while controlling for other factors in the model.
One-Way Analysis of Variance of Ethnicity and Poverty Levels.
A one-way between groups analysis of variance was conducted to
explore the impact of ethnicity on socioeconomic status, as defined by poverty
level. Participants were divided into ethnicity groups defined by the University
of California Los Angeles Center for Health Policy Research and are as follows:
Latino, American Indian/Alaskan Native, Asian, African American, Caucasian,
and Pacific Islander/Other Single/Multiple Race. There was a statistically
significance difference at the p < .05 level in poverty levels for the six ethnicity
classifications: [F (5,3373) = 275.47, p = .00]. Post hoc comparisons use the
Tukey HSD test indicated that the mean score for Latinos (M = 1.98, SD =
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1.034) was significantly different from American Indian/Alaskan Natives (M =
2.73, SD = 1.18). The mean score for Latinos also demonstrated significant
statistical difference from Asian ethnic groups (M = 3.09, SD = 1.16), African
American groups (M = 2.75, SD = 1.18), Caucasian groups (M = 3.49, SD = .90),
and Pacific Islander/Other Single/Multiple Race groups (M = 2.35, SD = 1.18).
The mean score for American Indian/Alaskan Natives (M = 2.73, SD = 1.18)
was significant different from Caucasian group means (M = 3.49, SD = .90).
Asian group mean (M = 3.09, SD = 1.163) demonstrated significant statistical
difference from African American groups (M = 2.75, SD = 1.18), Caucasian
groups (M = 3.49, SD = .90) and Pacific Islander/Other Single/Multiple Race
groups (M = 2.35, SD = 1.18). African American group mean (M = 2.75, SD =
1.18) was significantly different than Caucasian groups (M = 3.49, SD = .90) and
Pacific Islander/Other Single/Multiple Race groups (M = 2.35, SD = 1.18). And
lastly, Caucasian group mean (M = 3.49, SD = .90) was significantly different
than Pacific Islander/Other Single/Multiple Race group mean (M = 2.95, SD =
1.81). The one-way ANOVA supports hypothesis 5, demonstrating there are
significant differences in mean scores of poverty levels among different ethnicity
categories.
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Discussion
The purpose of this study was to examine the relative and unique
contributions of parental supervision, poverty level, and neighborhood safety to
adolescent smoking behaviors and the need and adequate provision of mental
health services for adolescents. It also included information on ethnicity and its
relationships to adolescents need for an emotional problem and receiving
intervention for a reported mental health problem. It was hypothesized that the
environmental factors would have a significant impact on adolescents’ mental
health and smoking behaviors, and that parental supervision would account for
the most variance for the dependent variables.
As hypothesized, there were significant differences between adolescents
who needed help and those who did not when compared across the amount of
perceived parental supervision that the adolescent received. In fact, adolescents
who reported needing help for an emotional problem received significantly less
parental supervision than those who reported not needing help. Further, analyses
demonstrated that parental supervision was the strongest predictor of needing
intervention for an emotional problem. This is in accordance with the literature
and theoretical support previously discussed that highlights the importance of
parental presence and involvement. Most notably, the attachment styles
presented previously speak to the importance of caregiver and child relationships
that rely on parent involvement and ensuring that the needs of the child are met.
As shown in previous literature, parental supervision and the resulting bonds can
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deter numerous negative behaviors, such as mental health disorders, suicidal
ideation, and behavioral misconduct (Jang & Smith, 1997). However, the past
and present studies do not address a specific amount of supervision time that is
deemed necessary to prevent emotional problems in adolescents. In addition, the
findings operate under the premise that an adult who is providing supervision is
also engaging in meaningful interactions with the adolescent. Future research
should include data with assessment of positive versus negative or neglecting
interactions with the adolescents and specific time lengths to better inform
parenting behaviors and how parent relationships relate to the findings of
increased supervision resulting in less need for mental health intervention.
In addition to parental supervision providing an important role with
respect to mental health needs, neighborhood safety demonstrated it is
significant in terms of intervention needs for adolescents. While the analysis
including poverty level demonstrated no significant difference between
adolescents who need help and those who do not, adolescents’ perceived level of
neighborhood safety did contribute significantly to needing intervention for an
emotional problem. This news is encouraging, suggesting that the actual poverty
level of an individual or family is not itself indicative of mental health problems.
Despite the socioeconomic status of the family or the neighborhood, it appears
that the need for mental health treatment relies on the adolescents’ perceived
level of safety within their community. These results highlight the validity of
Houltbery, Henry, and Morris’ (2012) research implicating the negative impact
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that exposure to hazards, violence, and subsequent emotional disruption have on
adolescents’ mental health. Other research also supports these findings and
suggests the perception of a threatening environment can increase symptoms of
depression, anxiety, oppositional defiant disorder and conduct disorder
(Anehensel & Sucoff, 1996). Future research examining factors that increase
feelings of safety may prove beneficial in developing interventions to decrease
feelings of fear for children and adolescents in their neighborhood.
A possible explanation is offered below regarding the insignificant
relationship found in the current study between poverty level and the need for
mental health intervention. McLaughlin, Costello, Leblanc, Sampson, and
Kessler (2012) highlight that perceived socioeconomic status has a greater
impact on mental health disorders and therefore actual poverty levels, such as
those used in the current study, may not contribute directly to mental health
issues. The findings from McLaughlin et al. (2012) also support the current
results that neighborhood safety may be more of a sign of perceived poverty
level to the adolescent than actual poverty levels.
Of adolescents who reported needing help for an emotional problem,
approximately 62% of adolescents reported not receiving mental health
intervention. This number alone shows the gap that occurs between symptom
identification and treatment. It is also not surprising given the research
suggesting that at least of 70% of children and adolescents go without treatment
despite symptomatology, therefore leaving their mental health needs unmet
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(Chandra & Minkovitz, 2007). Our analyses explored what environmental
factors affect adolescents receiving mental health intervention after verbalizing
need. Only poverty level demonstrated significant difference, providing that
adolescents of higher SES classifications were 1.5 times more likely to get help
than those from lower SES levels. This finding speaks to the importance of
providing affordable and easily accessed mental health care for adolescents in
lower SES classifications. Future research that assesses and identifies specific
factors hindering adolescents from having their mental health needs met could
assist in creating programs that truly support the access to treatment.
As previously mentioned, the relationship between SES levels and
adolescent smoking behaviors is mixed, with some studies showing a direct
relationship between lower SES and increased smoking, and others
demonstrating no relationship at all. The data used for this study supports the
later conclusion, and does not implicate a significant difference between
adolescents who report smoking and those who do not when comparing
socioeconomic status. Despite this finding, there continues to be a belief that
there is increased smoking among lower poverty level adolescents. As
mentioned previously, cigarette companies have targeted direct marketing
strategies towards lower income neighborhoods believing they may be more
susceptible to trying and using cigarettes. What the data analysis did show to be
significant in relation to cigarette use was adolescents’ perceived safety of the
neighborhood. Adolescents who smoked cigarettes reported feeling less safe in
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their neighborhood than those who did not. Similar to the findings related to
neighborhood safety and need for mental health intervention, it appears that in
the view of the adolescent, the actual poverty level does not have an impact, but
only the level of safety they perceive.
Consistent with findings that indicate higher levels of parental
supervision are associated with lower reports of needing mental health
intervention, increased parental supervision demonstrated significantly lower
reports of smoking behaviors in adolescents. While the origin of the mechanism
of this relationship is beyond the scope of the current analyses conducted, it is
possible that parent presence itself deters youth from engaging in negative
behaviors, such as smoking cigarettes. In addition, it is plausible that for adults
who do not smoke, an increase of their presence serves as a modeling technique
and demonstrates alternative and more positive health behaviors. This
conclusion is hypothesized by research supporting the inverse of this hypothesis,
where adolescents have a higher risk of smoking if their parents smoke (Foster,
Zalot, & Jones, 2007).
Because of the acknowledgement that most available research has been
conducted with Caucasian families, ethnicity classification data was used to
explore the impact on needing and receiving mental health, and the relationships
with poverty level. When assessing ethnicity groupings and the need for mental
health, only one ethnic group demonstrated a significant contribution. Asian
adolescents are less likely to report mental health needs when compared to
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Caucasian adolescents, which may not be surprising given some of the cultural
considerations. Augsberger, Yeung, Dougher, and Hahm (2015) suggest that
individuals of Asian cultures may underutilize mental health resources due to
family and community stigma and therefore express their mental health concerns
in different ways. Specifically, mental health concerns may be exhibited through
somaticizing and therefore manifest as medial concerns rather than mental.
When evaluating the impact ethnicity has on receiving mental health
intervention, Asian and Latino individuals have been found less likely to receive
mental health intervention than Caucasian adolescents. The barriers to mental
health problem identification most likely also affect the ability to receive mental
health intervention in Asian adolescents. The results indicating the lack of
mental health treatment for Latino adolescents is supported in other literature.
For example, Lopez, Bergren, and Painter (2008) describe the literature
demonstrating patterns of underutilization of mental health services by children,
but supporting a significant disparity for treatment for Latino children and
adolescents. Their study further identifies cultural barriers for research about
treatment, as well as actually receiving treatment, such as limited screening and
assessment tools in Spanish and different definitions of mental health
impairment (2008).
Finally to address ethnicity levels and poverty levels, a one-way ANOVA
was conducted to explore the relationship between the two variables. There
were significant differences among differing ethnic categories. The most
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important and relative discovery for the current study was that Latinos were
among the lowest reported poverty levels when compared to all other ethnic
groups. While the previous findings did not indicate poverty levels as
contributory to needing mental health, it was identified as the only factor to have
impact on receiving help. Because Latino ethnicities were identified as the
group with the lowest poverty levels, the combination of Latino ethnicity and
lower reported poverty levels may be an additional barrier to the lack of access
Latino adolescents have to mental health treatment.
Principal limitations of this study include the underrepresentation of
some levels of variables and individuals of certain ethnicities. Thus, suggestions
for future research include better representation of these groups to determine
stronger and larger levels of variance and magnitude. Further, this study utilized
preexisting data so the questions were not able to be manipulated to better
investigate our hypotheses. Therefore creating a new survey to better inform the
data would help provide more distinct outcomes and subsequent
recommendations for intervention.
The lack of mental health care for the entire population and specifically
adolescents has created a significant impact on individuals’ overall mental
health. Continuing research and assessment of programs is needed to assess
where the limitations are and better practices to resolve them. The current study
highlights the importance of parental involvement and neighborhood

48
interventions for the prevention of mental health problems, as well as the need
for affordable and accessible care to those who need it.
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Table 1
2009 Federal Poverty Annual Guidelines
_______________________________________________________________

100%
200%
300%
_______________________________________________________________

Family Size
1
2
3
4
For each additional family
member, add:

10,830
14,570
18,310
22,050

21,660
29,140
27,465
33,075

32,490
43,710
54,930
66,150

3,400

6,800

10,200
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Table 2
Demographics of Sample
_______________________________________________________________

n
%
_______________________________________________________________
Gender
Male
Female

1767
1612

53.3
47.7

1739
115
814
377
40
294

51.5
3.4
24.1
11.2
1.2
8.7

144
3235

4.3
95.7

626
616
450
1687

18.5
18.2
13.3
49.9

Ethnicity
Caucasian
African American
Latino
Asian
AI/AN 1
PI/OS/MR2
Smoking Status
Current Smoker
Non Smoker
Socioeconomic Status FPL Levels
0-99%
100-199%
200-299%
300%

_______________________________________________________________
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Table 2, continued
Demographics of Sample
_______________________________________________________________

n
%
_______________________________________________________________
Parental Supervision
Never
Almost never
Some of the time
Most of the time
Always

37
59
384
1469
1430

18.9
59.5
6.8
8.1
5.4

28
331
1391
1629

.80
9.8
41.2
48.2

Neighborhood Safety
None of the time
Some of the time
Most of the time
All of the time

Needed Help for an Emotional Problem
No
Yes

2950
429

87.3
12.7

Received Help for an Emotional Problem
No
Yes

3037
342

1 American
2 Pacific

Indian/Alaskan Native
Islander/Other Single/Multiple Race

89.9
10.1
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Table 3
Demographics of Adolescents who Reported Needing Help (Filtered Sample)
_______________________________________________________________

n
%
_______________________________________________________________
Gender
Male
Female

154
275

35.9
64.1

244
18
93
31
9
34

56.9
4.2
21.7
7.2
2.1
7.9

41
388

9.6
90.4

71
74
67
217

16.6
17.2
15.6
50.6

Ethnicity
Caucasian
African American
Latino
Asian
AI/AN 1
PI/OS/MR2
Smoking Status
Current Smoker
Non Smoker
Socioeconomic Status FPL Levels
0-99%
100-199%
200-299%
300%

_______________________________________________________________
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Table 3, continued
Demographics of Adolescents who Reported Needing Help (Filtered Sample)
Continued
_______________________________________________________________

n
%
_______________________________________________________________
Parental Supervision
Never
Almost never
Some of the time
Most of the time
Always

4
12
62
192
159

.9
2.8
14.5
44.8
37.1

4
64
217
144

.90
14.9
50.6
33.6

Neighborhood Safety
None of the time
Some of the time
Most of the time
All of the time

Needed Help for an Emotional Problem
No
Yes

429
0

100
0

Received Help for an Emotional Problem
No
Yes

265
164

1 American
2 Pacific

Indian/Alaskan Native
Islander/Other Single/Multiple Race

61.8
38.2

58
Table 4
Group differences between adolescents who reported needing mental health
intervention for an emotional problem and those who did not report needing help
for an emotional problem
Needing Help For An Emotional Problem
Yes

No

Environmental Factor

M

SD

M

SD

df

Parental Supervision
2.75*

3.14

.832

3.26

.80

3377

Poverty Level
1.07

3.00

1.16

2.94

1.20

568

Neighborhood Safety
6.31**

2.17

.704

2.40

.690

553

* p < .05. **p < .001.

t

-
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Table 5
Logistic Regression Predicting Likelihood of Reporting Need For Intervention
for an Emotional Problem
Variable
Statistic

B

SE

Odds Ratio

Parental Supervision

-.129

.062

.879

4.323*

Poverty Level

.084

.046

1.087

3.343

Neighborhood Safety

-.465

.072

.682

*p < .05, **p < .01

Wald

41.26**
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Table 6
Group differences between adolescents who reported smoking behaviors and
those who did not.
Current Smoker Status
Yes

No

Environmental Factor

M

SD

M

SD

df

Parental Supervision
5.40*

2.89

.962

3.26

.79

3377

Poverty Level

2.94

1.18

2.95

1.19

3377

Neighborhood Safety
2.29**

2.22

.821

2.37

.685

152

* p < .05. **p < .001.

t

-.02
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Table 7
Logistic Regression Predicting Likelihood of Reporting Current Smoking Status
Variable
Statistic

B

SE

Odds Ratio

Parental Supervision

-.452

.088

.637

26.2*

Poverty Level

-.016

.074

.984

.047

Neighborhood Safety

-.268

.118

.765

5.14**

*p < .05, **p < .01

Wald
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Table 8
Group differences between adolescents who reported receiving help for an
emotional problem and those who did not.

Received Help For An Emotional Problem
Yes

No

Environmental Factor

M

SD

M

SD

Parental Supervision

3.04

.824

3.20

Poverty Level
4.16**

3.29

.984

Neighborhood Safety

2.12

.713

* p < .05. **p < .001.

df

t

.833

427

1.96

2.82

1.22

427

2.20

.697

427

1.20
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Table 9
Logistic Regression Predicting Likelihood of Reporting Receiving Intervention
for an Emotional Problem
Variable
Statistic

B

SE

Odds Ratio

Parental Supervision

-.135

.124

.874

Poverty Level
15.50**

.337

.096

1.46

Neighborhood Safety

-.248

.147

.781

*p < .05, **p < .01

Wald

1.19

2.84
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Table 10
Logistic Regression of Predicting Likelihood of Ethnicity on Needing
Intervention for an Emotional Problem
Ethnicity
Statistic

B

SE

Odds Ratio

Caucasian

Wald

15.14

PI/Other Single/Multiple Race1

-.222

.195

.801

1.30

African American

.128

.266

1.14

.233

Asian

-.600

.200

.549

9.01*

American Indian/Alaskan Native

.576

.385

1.78

2.34

Latino

-.235

.130

.790

3.28

*p < .05, **p < .01
1Pacific Islander/Other Single/Multiple Race
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Table 11
Logistic Regression of Predicting Likelihood of Ethnicity on Receiving
Intervention for an Emotional Problem
Ethnicity
Statistic

B

SE

Odds Ratio

Caucasian

Wald

24.56

PI/Other Single/Multiple Race1

-.381

.375

.683

1.03

African American

-.857

.542

.424

2.50

Asian

-.958

.430

.384

4.96*

American Indian/Alaskan Native

-.125

.683

.883

.033

Latino

-1.33

.292

.265

20.69**

*p < .05, **p < .01
1 Pacific Islander/Other Single/Multiple Race

